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What new information is offered in this report?
This report provides perspectives of general practices on Medicare Locals and offers lessons learned for primary health networks.
What are the implications for research, policy, or practice?
PHNs will build on the strengths of previous PHOs and create locality structures and processes that maximise the potential for clinical engagement.
Background
In July 2011, 108 Divisions of General Practices (DGPs) were gradually replaced by 61 Medicare Locals 1 (MLs) after two decades of success in Australian primary care. 2 The MLs were thought to be an opportunity for coordinated, multidisciplinary primary health. 3 In December 2013, the 
Results
When we asked general practice staff about the organisational support from MLs (the meso-level in the system), most participants reflected on the difference between the DGP and MLs. During the transition from DGP to MLs, most participants perceived the loss of support, involvement and engagement that they used to experience from their DGP. Participants reflected that this was because MLs had not consulted the GPs, did not work with the existing providers, and started their own services competing with the existing ones resulting in the duplication of services with lessuptake from the local community. Some of the participants used to be on the boards of DGPs and did not continue with MLs, which led to less engagement.
Geographic catchments of MLs did not address the different needs of the communities which was more obvious in rural settings. Unaddressed needs included training, aspects of patients' culture, and access to hospitals. The dynamics of MLs were different. General practice staff used to know the relevant DGP person for any required help, "worked as a family", and thought that the MLs were overstaffed with no clear role to support general practice staff and created paperwork hurdles. Participants stated that DGPs were more supportive and more grassroots in their approach to address local general practice needs. General practice staff thought MLs had become more political rather than caring about primary care. Although the DGPs had less funding, they had "goodwill". Due to their frustrations, some participants wrote to the Commonwealth and state health departments without success. On the optimistic side, participants mentioned that the support from MLs would improve with time and had started to observe small changes. Some of the participants had positive views about MLs; those who entered general practice after the abolition of DGPs or who were ML board members. The Australian Government's Department of Health is the macrosystem and between them is the mesosystem. A key function of a meso-level system is to actively guide the dialogue between related microsystems to achieve desired outcomes.
In primary care the mesosystem is represented by primary health care organisations (PHOs). In Australia, initially these were DGPs, followed by MLs, and now PHNs. 10 In line with many other countries, the Australian mesosystem reform aims to improve clinical outcomes, efficiency, and integration, primarily to be achieved through commissioning and enhancing primary care. Commissioning is a process of identifying population health needs, designing, and securing appropriate services. If this is done effectively, previous concerns with respect to duplication of services and direct competition will become redundant. It also provides clarity of purpose for PHNs which was another criticism of MLs.
The achievement of the desired outcomes will require changes across the microsystem. Additional concerns from our interviews focused on the loss of local context and lack of engagement. The risk of both is high. There were 108 DGPs, 61 MLs, and now there are 31 PHNs. The reduced number and associated increasing geographical spread of each PHN necessitates the formation of locality structures to maintain both local context and engagement. A clinical council (and community advisory group) per LHN has been mandated as a structure for clinical input and advice to the PHN Board. PHNs need to go much further and deeper. Even DGPs experienced significant numbers of general practitioners who were sceptical.
11
More recently, international experience has found clinical engagement and more importantly achieving high levels of buy-in to be a critical success factor. 12, 13 Strategies to achieve these have included provision of regular education events, identifying early wins from either a patient or clinical perspective, multi-faceted communication strategy, agreeing referral pathways and protocols, sharing comparative data, facilitating peer review, and provision of financial incentives. Where such buy-in has been achieved, there is evidence of achieving practitioner-determined outcomes as well as system-level outcomes. In the United States, there are examples of independent practitioner associations or medical groups holding the equivalent of a commissioning budget achieving improved outcomes and cost effectiveness through enabling high quality primary care, appropriate use of specialist services, and alternatives to hospital admission. 14 This is not dissimilar to objectives set for PHNs.
Conclusion
The general practice perspectives have been expressed by clinicians working in high-performing clinical microsystems and were predictable. The perceived failure of many MLs was a matter of design. Those MLs that did well continued, in an expanded way, the work DGPs were doing beforehand and made a seamless transition. PHNs need to build on the strengths of previous PHOs, by creating locality structures and processes that maximise the potential for clinical engagement. They have to actively guide the dialogue between related microsystems by being clinically led, change management organisations.
